4v> HSBC Life
AV Ez2RR
CLAIM FORM ZE{ER

EB34

Group Life Scheme - Hospital Cash Benefit EIg8AS:HE - RIS FRERE
To be filled in by members who were admitted to hospital and wish to claim the cash benefit. & ARKIZHFREEINHEEE., AZREENHTANBEERS,

HOW TO SUBMIT THIS FORM #N{aig32tb&i&
After completing the form please send back to us:

IHRREE > AEGEHM

BY MAIL
Post the fully completed and signed claim form (sections 1 & 2), plus all the items in the checklist, to

Employee Benefits Claims, HSBC Life, P.O. Box 70451, Kowloon Central Post Office, Kowloon, Hong Kong

poi]

RIEZWEHEBNRMERE (B 1KRF289) ERFETNMAREBETEELRRESENRE — HBNMED

RIPBUYSFET04515%

WHAT HAPPENS NEXT F—3#%

The process after you send in the claim form

RAUERARRATIZ
1. The claim application of confinement must be submitted within 90 days after discharge.
RIEFPFNERN KRR 90 XA -

. We'll let you know the outcome of this claim within 10 business days.
HPIGTE 10 (B LIEE @RISR ERHFLER ©

. If you have any questions about your claim, please call (852) 3128 0153.
INRIEHREBEAER - 555E(852) 3128 0153 °

. We'll contact you as soon as possible if we need more information, or if we need to have your claim

N

w

IN

assessed by a third party such as an impartial doctor or hospital. This could cause a delay to your claim.

The employee or patient is responsible for any expenses incurred while the claim is being processed.

WREMBEBLER > HEFERE= (FINAERREHEE) HEEHNERE > ROIFRRACHE -2

AIREFERENRELEE - TRESVFABEINRERBELNEAER -

CHECKLIST REX{4HEE:

What you need to submit with this claim

TR E B IR E IR AR M

Note: a discharge summary can replace section 2 if the hospital stay was in a
government hospital (managed by Hospital Authority, ward level).

%’@’E MRERREBNER (HERREEREEZ ZERE) » RILRAEGIIURE
28

Copy of receipt(s) of the medical expenses (including deposit receipt)

BREBWREIS (SE%RSE)
Copy of Hospitalisation surgical package charges breakdown (if applicable)
bt / FEEEMBRIA WER)

D Copy of Laboratory test breakdown and amount
{EERs B R ERREIA

D Copy of Drug list (include drug name, dosage, quantity and amount)
BYREERL (RIEREYRE B2 BEREH)
Copy of Referral letter(s) for any specialists
EIERENERIE

D Copy of Histopathology, Laboratory Test Report, Endoscopic,
Ultrasonogram, X-Ray, CT Scan, MRI, Diagnostic Written Report(s) and
Operating theatre summary (if applicable)
AERES > BRERTRYE > AEREE > BERE > XK CTHRE > %
DR > LU EEBEMFHEREAN ER)

D Copy of Insured Employee / Patient's proof of identity such as ID Card,
Passport or Birth Certificate etc.
ZREE/BANSHEARIAE > FlINSH:E - ERaHERAS

D Copy of document with the Insured Employee / Patient's name and bank
account details (if applicable)

ZRER [ MAZBALMIRTS OEAXFEIE (W0EA)

SECTION 1: CLAIM INFORMATION FB - ZR{EEHR
To be completed in BLOCK LETTERS and signed by the employee or patient iR {EE i AEE

1. MEMBERSHIP INFORMATION F{8¥&#}

1A. EMPLOYER DETAILS {BEX&k

Group medical policy no.
B fR B4R SR

Refer to e-medical card on your Benefits+ App / Physical Medical Card
FESBAIER) Benefits+ App / BB+ LHYRRIESE

Employer name

fEx /MR RERFRARATE

1B. EMPLOYEE DETAILS E&&#
Mandatory fields, otherwise, claim will not be processed A7B1H% » HEIREF AT ERE

Full name Phone no. Email
ez BiE BIL
s | L]

1C. PATIENT DETAILS 5BAEE

HK/Macau ID card no.
BB RPIFHDERE

Name of Patient (if different from above)

AR (0 ESRAFT)

Membership no.

PREARE

IEEEEEERE N EIEEEEEEEEEEEEE

Refer To E-Medical Card On Your Benefits+ App / Physical Medical Card
A2 BIEH Benefits+ App / BREBE R £ LAV B4RT

2. MEDICAL SERVICE DETAILS FOR YOUR CLAIM B&RARF5:¥15

2A. IF YOU'RE CLAIMING FOR AN ILLNESS MEHESBHmMmEE

Duration of symptoms

AEMR R AREE

Description of illness symptoms

BRIRIER 2 Hidt

Incorporated in Bermuda with limited liability RBE &t M2 AR5 Hong Kong SAR Office Address : 18/F, Tower 1, HSBC Centre, 1 Sham Mong Road, Kowloon, Hong Kong
FEENNTHRENEE Y | FBNGREE SEYH01 B8 #ETel BEE | (852) 2288 6622 Fax M {HX : (852) 3418 4976 Customer Care Hotline 25 FRES##R : (852) 3128 0153
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2. MEDICAL SERVICE DETAILS FOR YOUR CLAIM (CONTINUED) E&ER#S:EE ()

2A. IF YOU'RE CLAIMING FOR AN ILLNESS (CONTINUED) M&®E Bmmz (4%)

ATTENDING DOCTOR'S INFORMATION F:ZBEHE
(If this doctor is different from your regular doctor (JN5Ri5111 %8 4 S 1Y & AR B& A=A [F))

Have you had any previous treatment Date of Consultation DD/MM/
for this illness or a related condition? Name Address YYYY
If yes, please provide more details. BRAt4 B2k 3Kz2 BHA DD/MM/YYYY

BED BRI RS RRNAR?
R > AR o

[] Yes 2 [] No &2

2B. IF YOU'RE CLAIMING FOR AN ACCIDENT #{&FE =S zE

Can you provide details of how your injuries were caused by the

Date & time of accident Location of accident accident?
BB EA R EERS =¥l ITRESF MR PR IR R N AT B P 2158005 2
DDH MMA YYYY &£

Dj:[lj [ AM t4

HREE MINS [ ] PMTF

3. PAYMENT INSTRUCTIONS f33k#5T

D Cheque - made payable to the insured employee and mailed to their address.
Z - PR BRI MR RES TR ZESFEHERNML

D Bank account transfer - the insured employee's name must be on the bank account as the main or joint account holder. We need proof of this attached to this claim, otherwise
we will mail a cheque instead.

HIRERITRO - WEARRESZEARBRRTAO - FRHAOEHA » TRINTRUXEL AT FRRESEAMMILE

Account no. Account holder name
FOSKES FOFBEAYSR
Bank Code $R1T4R5% Branch Code S T#R5% Account Number B 5%HS

We require a document including the Insured Employee's full name and bank account details attached to this claim as proof, otherwise we will mail a cheque instead. If you do not
provide the bank proof, payment will be made by cheque payable to the Insured Employee and mailed to the Insured Employee’s correspondence address.
AIREZRESAMIRTA DEAXGEI AL ERERZRES2LMRTHE OFME SEARMVER - BEERERMIRTER > AR ERXERANFZRESLIHF I BAMA

5. EMPLOYEE / PATIENT'S DECLARATION & AUTHORISATION Z{RES kA BRAMZE

1/We hereby certify that the answers and statement given above are true and complete to the best of my/our knowledge and that I/We have withheld no material fact. I/We authorise any physician, hospital, clinic,
insurance company or other individual organisation or government office that has any records or knowledge of my/our health, to disclose to HSBC Life (International) Limited or its representative any information
relevant to this claim. This authority shall remain valid notwithstanding my death or incapacity and a copy of this authorisation shall be as effective and valid as the original. By signing below, I/we confirm the above
application and agree that the Company may use and disclose all personal data about me/us that the Company currently or subsequently hold for the purposes as set out in the Notice relating to the Personal
Data(Privacy) Ordinance (which may otherwise be referred to as ‘Personal Information Collection Statement’) that the Company, HSBC Life (International) Limited, have most recently notified me of, and | understand |
can scan the QR code on the right for review, or contact the Medical Services Hotline for details. The Company will collect, use, disclose and transfer my/ our and/or beneficiary's personal information, for the ¢ _
purposes necessary to detect and prevent fraud (whether or not relating to the policy mentioned in this form) to the following persons who may collect and use this information only as reasonably necessary to carry Personal \'n_gormamn
out the purposes described above: organisations that consolidate claims and underwriting information for the insurance industry; fraud prevention organisations; other insurance companies (whether directly or Co”ec?ﬂ IS,memem
through fraud prevention organisation or other persons named in this paragraph), and databases or registers (and their operators) used by the insurance industry to analyse and check information provided against .-‘- nglish)
existing information. .
A (%) 1EIEAN EFHRHNEEIBIEREM B X RHRE - ZARILERH, A ABMRHLZ2BAAN LA RERBRENEADHIERR KA (S)RREMNESARBERRENEALHRZBE » Bk 2/ R
BABHEMIMN - BAASEEIEY \SRIRER) BRASHERKRHAN(Z) 2HMEY o IEEENAA(Z)FECRRRENBREREY - ZIEHEEZVNATBEY - AN (F) EFHHBED LRAFLRE HQ
BIERARREENIIRIIMEAER (FARE) ROISBEMASIHNRRERARNE SARNRRNIHEREAREA (5) N2NEALGY - 2BFTR BARNRTDENAAGH MEAZEERR > FATRER MEASHKER
BA) PILURBSA TS B _MERSRITE » SPTRHE B AARIS AR LIS © BN ()R B AMEAABEHEUT AL > UBIFARAR LG T (RS E D MRAREMELNRAEBMAROEN > MUMARREEFIETERT [E] -
BB MR T PTURER AL ER | MARKRERRIKRENOER ; FIHES  HORRAT(RRREE > REBBYHRHEANARTIERNEMAL) ; MRRERRE D MBFHREOEREEITR 5 e
EERRES SRR HTEE) - FARRIERS (7)

6. PATIENT'S SIGNATURE BAEE

DDH MMA YYYYE
Signature of Patient/Parent or Legal Full name (in BLOCK letters) HK/Macau ID Card no. Date signed
Guardian(if Patient below 18 years of E GEUIEREXER) BB RPIFHERE EEHH
age)
BABREB/RRAGEGEARE EANHN
BATZHEA)
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SECTION 2: DOCTOR SECTION Z.& - (R4 1HE

To be completed in BLOCK LETTERS and signed by the consulting doctor. If the patient is confined in a government hospital (managed by Hospital Authority, ward level), discharge summary would replace
the completion of this section of the form. FEUIEHIER I HELBEEE (EREANTEEABEERETA Ry TERE » HizEr8RRERKZZE)

1. PATIENT DETAILS BAER

Full name Date of birth HK/Macau ID card no. Membership no. (required for the claim to be processed)
BALESR HERH BB/ RPIF15 BB FREMRSE (LEXEEE T RZRERER R ENIE)

N NN EREN|EEENENER N EENENENENEEEEEE

DDHE MMA YYYYE
2. CLINICAL HISTORY XKz2428%
Date of first consultation Description of patient's symptoms How long has the patient shown these symptoms?
BREZHH bote BAEBERRZAIBEZRHZA?

DDH MMA YYYYE

Please list and provide reasons for any laboratory test(s)/
imaging test(s)/other diagnostic test(s) the patient
required during their hospitalisation.

BB 2B/ HRE/ M iR E R IERZERENRE -

3. HOSPITAL AND SERVICES INFORMATION {£Bzs#iE

Admission type Accommodation type
BT/ BTSRRI/ B RS FTEREY 1EPTARR
Inpatient Hospital Outpatient Day Case Procedure Private Semi-private Ward
] = 0 Department L] Center ] RE 0 EIRE L] *E
BEIRPI B
D Medical clinic D Hospital day ward D Medical clinic
SRR BIREE BRPN
Please provide details of treatment, treatment sessions, tests conducted, on-going treatment and recovery plan below.
AIRERRERRHE - SIEEAR > 8F  ASER  FEaRRREE -
Please provide reasons for the
Did the patient leave the hospital length of the hospital stay,
Date of treatment /admission and Final diagnosis / ICD-10 Type of surgery or at any point during their including the reason for the
discharge Code treatment administered admission? number of days as an inpatient
AR B/ ARt Lt B A RENE/ B ER S ERTE Firsamais BART R ERTHARI BT ? BRHRRFEZ AU RERR
Date of treatment /admission &%/ ARz B H#A (] Yes 2 [] NoF2
DDH MMA YYYYE If yes, please fill in the date
Nz, FEFAMH
Date of discharge Bz A8 ‘ | | | | I | | | ‘
L[] ooR WA YR
DDH MMAB YYYYE
Has the patient been consulted by = =
other Physician(s)/Surgeon(s) during D Yes &= D No &
this hospitalisation? If yes, please provide information below.
BA G BERTHA R R E B 4 KE2? MEBEIER > AETHERBER ©
Name of Physician(s)/Surgeon(s) Reason Treatment performed
EEatz RE RS
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4. CANCER TREATMENT J&fiE/fEEaRA &

Type of treatment administered

SRS
D Surgical D Chemotherapy Hormonal Therapy D Target therapy D Radiotherapy
SMELRRR 6% AR 1A% BR
D Immunotherapy D Others
RIEFOE Hith
Name of drug Frequency of If the patient suffered any complications during treatment,
administered Dosage dosage Duration of treatment please provide details.
BEYEE Y| & PtiaviES A RAIESRS WA L IRGFRE - Bz o
5. MEDICAL DIAGNOSIS AND ADVICE &2 Hfis%15
Can medical tests and procedures be done on If yes, please provide details for the reason. ZaJ L., FERIFEAEFRHIERR,
c’én outgatient basis / at a Day Case Procedure If no, please give a reason for the hospital stay. SEARELL » st o
entre?’
ZIBERFMAIEEFIS/ B REAFATROET?
[] Yes 2 [] No &2
Was it an emergency hospitalisation or If yes, please provide more details.
procedure? R > SHEt o
ERERIMER?
[]Yes 2 [] No =2
Was the current condition due to one of the following?
LitiERR R R TRIERR?
D Accidental bodily injury D Self-inflicted injury D Abuse of drugs or alcohol D Infertility or sterilisation D Contraception
BINERERE BRES B SER ABHER izl
D Treatment for cosmetic Vaccination D Pregnancy D Congenital condition D Mental disorder
purpose BEiEE ®"E KEREFERES FEHERAL
ERMERAR
D Refractive error D Developmental condition D Hereditary condition D General check-up
EXARE EEME BEEEREE —REEBRE
In your opinion, was the hospitalisation a result of a recurring / D Yes & |:| No RZ2

chronic illness or related to a previous condition?

EARA R R R R A SRR S Hs? If yes, please give more details on the recurring / chronic illness or previous condition below.

W - SATE T AR ALARER -

Date Details on the recurring / chronic illness or previous condition.
=p:1] ]

Is everything being claimed on this form medically necessary and recommended for the patient's current diagnosis?
BRRE » ARRERBHB(WNE) RSN LA U B EEMAMER R R R BB ERE ?

[] Yes 2 [] No &2
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6. MEDICAL HISTORY Jx[EACH

Has the patient previously suffered
from related conditions to this illness?
A G T IR IR AR EHA?

[]Yes 2
If yes, please provide information below.
MR > FBIE T AR AL o

[] No &g

Date of doctor's
consultation or hospital
admission DD/MM/YYY
B2 ERTEHA DD/MM/
YYY BEy

Name of doctor

Patient's symptoms
ote

Diagnosis / ICD-10 Code
2/ EFRRR D RS

Name of treatments administered (Add
details of any past or upcoming
surgical procedure/s)

FRIRMERAIE (AT BRI EETNF
fir4aiE )

7. DOCTOR INFORMATION B&4 &k}

7A. REGULAR DOCTOR'’S INFORMATION EEEBEEE

Are you the patient’s regular doctor?
BREZRANBERE?

[]Yes 2

If yes, please proceed to section 7B.
mE - FERETB -

[] No &2

If no, please provide patient’s regular doctor’s information below.

WMAR - AR ESR | AL ERESRS -

Full name Address Phone no.
ez ik BEEREE
7B. REFERRED DOCTOR'’S INFORMATION &/ 88454
Is the patient referred by another |:| Yes & D No R2
doctor? . . . .
If yes, please provide the referring doctor’s information below.
=S 2
RARE R R - IR BRI | BRI o
Full name Address Phone no.
=2 ik EEEINEE
8. DOCTOR'S DECLARATION AND AUTHORISATION B4R #S
| declare that all information provided is true and complete to the best of my knowledge.
AAEWEBEAKREAR LRI REENFREER > MAAFRMFE > HASR2HURREL -
Name of attending doctor (Please
add your qualifications) Address Phone no.
FBERSE (FIRIEECHEEER) ik BEEIRAE
DOCTOR'S SIGNATURE B4 EE
DDH MMA YYYYE
Signature and stamp of attending doctor Date signed
BEBH

PRERLRES
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